We report an unusual case in which a 28-year-old woman presented with a long-standing history of ear discharge, hearing loss, facial weakness with ipsilateral facial swelling and cellulitis, a postauricular fistula, and an abscess of the temporozygomatic, infratemporal, and parotid areas. The pus stained positive for bacteria and acid-fast bacilli, and culture was positive for Proteus vulgaris and mycobacteria. Based on these findings, a diagnosis of tuberculous otitis media with complications was made. Computed tomography showed extensive destruction of the tympanic and mastoid part of the temporal bone, as well as lytic lesions in the skull. The patient was placed on antituberculosis drug therapy. Although her facial nerve palsy and hearing loss persisted, she otherwise responded well and did not require surgery.
Introduction
Chronic suppurative otitis media is a common condition in developing countries. Its overall prevalence can be attributed to a relatively high prevalence among patients of low socioeconomic status. The combined prevalence of tubotympanic and atticoantral disease is 4.1%. 1 Most cases of tubercular otitis media have been reported in Africa, where the disease is endemic.
Tuberculous otitis media often presents with ear discharge and hearing loss, and facial nerve weakness is not uncommon. 1 We describe a case of chronic otitis media of the atticoantral type that was accompanied by otorrhea, hearing loss, facial palsy with ipsilateral facial swelling and cellulitis, a postauricular fistula, and an abscess of the temporozygomatic, infratemporal, and parotid areas, as well as lytic skull lesions.
Case report
A 28-year-old woman presented to the otolaryngology outpatient department with complaints of a left-sided purulent ear discharge, a progressive hearing loss, and a left-sided facial weakness of 5 years' duration. She also reported a 2-month history of swelling in front of and above the left ear, ipsilateral cellulitis on the side of the face, and a large facial abscess (figure 1). She was given a diagnosis of chronic otitis media of the atticoantral type with intratemporal complications.
The patient was thoroughly examined to rule out any intracranial complications. Findings on the general physical examination were within normal limits. Otologic examination revealed a foul-smelling purulent discharge in the ear canal. Suction clearance and otoscopic and microscopic examination identified a cholesteatoma in the attic with destruction of the outer attic wall and extensive granulation tissue in the pars tensa. A discharging postauricular fistula was also observed, along with a 6 × 6-cm tender, fluctuant abscess that involved the temporozygomatic, infratemporal, and parotid areas. Associated swelling was seen on the left side of the face, including the periorbital area.
The patient was admitted and started on broad-spectrum intravenous antibiotics. Incision and drainage of the abscess was performed, and the pus was sent for analysis. Staining revealed both gram-positive and gram-negative cocci, as well as acid-fast bacilli (AFB) (figure 2). On culture, the pus was positive for Proteus vulgaris and Mycobacterium tuberculosis. The enzyme-linked immunosorbent assay (ELISA) for tuberculosis (TB) was reactive.
The patient was investigated for pulmonary TB, and the chest x-ray and sputum smears were negative. Pure-tone audiometry showed a moderately severe mixed hearing loss. Computed tomography (CT) of the temporal bone demonstrated extensive destruction of the tympanic and mastoid part of the temporal bone in addition to lytic lesions in the basiocciput (figure 3).
CT also showed heterogeneous soft-tissue thickening in the infratemporal and parotid areas and surrounding the external ear. The vertical and horizontal segments of the facial canal were completely destroyed. A nerve conduction velocity assessment of the ipsilateral facial nerve found no response.
The patient was started on antituberculosis drug therapy with a 2-month intensive phase of streptomycin plus combination isoniazid/rifampin/pyrazinamide/ ethambutol. Thereafter, she was administered the fourdrug combination for a 4-month continuation phase. Her facial nerve palsy and hearing loss persisted, but her other signs and symptoms were improved. She remained under regular follow-up and has not required any surgical procedure.
Discussion
Manifestations of TB in otolaryngology practice are not common, but the increasing incidence of acquired immunodeficiency syndrome in some populations may lead to an increase in TB of the head and neck. While the temporal bone is not a common site of head and neck TB, sound knowledge of the possibility and vigilance on the part of the otolaryngologist may help to identify it early and thereby avoid a mastoidectomy.
Infections of the temporal bone are usually caused by a retrograde infection that moves from the nasopharynx via the eustachian tube into the middle ear. They can also occur as a result of dissemination by the blood vessels from pulmonary and extrapulmonary sites or as a result of involvement by adjacent intracranial or extracranial sites. [2] [3] [4] [5] The usual presentation includes watery discharge and a moderate to severe hearing loss (conductive or sensorineural).
Multiple tympanic membrane perforations may be seen on otoscopy, although this is not always the case. Patients with temporal bone TB usually have TB elsewhere in the body. Facial nerve palsy is seen in some cases; a postauricular abscess, labyrinthitis, petrositis, and intracranial complications are less common. 1, 6 The destruction of the temporal bone takes place slowly over a period of years.
Only 0.4 to 0.9% of all patients with chronic otitis Figure 1 . At presentation, the patient exhibits lower motor neuron facial palsy (A) and a temporozygomatic abscess (B). Figure 2 . Acid-fast bacilli (arrow) are seen on histology of the pus (Ziehl-Neelsen stain, original magnification ×1,000).
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media have underlying TB. 1, 2 Approximately 89% of these cases are seen in African populations. 1, 2 The diagnosis of temporal bone TB can be established by either AFB staining (which is positive in 5 to 35% of cases), ELISA, or polymerase chain reaction (PCR) testing. [6] [7] [8] [9] Clinical suspicion should be prompted by the presence of tubercular foci elsewhere in the body, a watery ear discharge, hearing loss, and otoscopic findings. Early detection as a result of better diagnostic methods and clinical vigilance has resulted in very few cases of a lesion that was as extensive as the one in our patient.
Our patient was started on intravenous antibiotics, and she responded well. During her hospital stay, routine examinations with AFB staining and a mycobacterial culture led to the diagnosis of TB. She was then switched to antituberculosis drug therapy. She responded fairly well, and surgery was not required.
In countries where the prevalence of TB is high, it should be imperative to biopsy granulations in all patients who undergo a mastoidectomy and to send pus for AFB staining and culture/sensitivity analysis. On biopsy, chronic caseation necrosis and granuloma formation with epithelioid cells and Langerhans giant cells are seen.
Additional supportive evidence in suspected cases can be obtained by ELISA and PCR testing. However, a preoperative diagnosis should be made whenever possible in order to avoid unnecessary surgery in many such cases, because the response to antituberculosis treatment is excellent. Also, patients who undergo surgery without a biopsy often experience a recurrence. Therefore, in the interests of the patient and an already burdened healthcare system in most developing countries, otolaryngologists must use all their clinical and scientific skills in managing patients with chronic otitis media. 
